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D. INCOME LEVELS - MEDICALLY NEEDY 

x A p p l i c a b l e  t o  a l l  groups. - APPLICABLE to all groups 
exceptthosespecified 
blow. EXCEPTED group 
income levels a m  also 
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PAGE 3-

Family Bet income level Amount by which NET income level Amount by 
Size protected f o r  Column (2) for persons which COLUMN 

maintenance EXCEEDS limits inl iv ing  ( 4 )  EXCEEDS 
specif ied in rural mas limits 

-1-7 urban only 42 CFR SPECIFIED i n  
435.10071' 42 CFR 

/x/ urban & RURAL 435.10071/-
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EXHIBIT C 

HCFA-PM-91-4 (BPD) SUPPLEMENT 1 TO ATTACHMENTRevision: 2.6-A 
1991 AUGUST Page 1 


OMBNO.: 0938-

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

State: CALIFORNIA 

INCOME ELIGIBILITY LEVELS 

A. MANDATORY CATEGORICALLY NEEDY 

I. AFDC-Related Groups Other Than Poverty Level Pregnant Women and Infants and 
Children: 

Maximum 
Family Size Need Standard PAYMENTStandard PAYMENTAmount 

$341 $341 $341 

560 560 560 

694 694 694
-
 824 824 824 

940 940 940 

1057 1057 1057 

1160 1160 1160 

1265 1265 1265 

1371 1366 1366 

1489 1468 1468 


More than 10 Add $14for each 

additional person 


2. 	 For pregnant women and infants under Section 1902(a)(lO)(i)(lV) of the Act (infants 
under one year of age) the income eligibility level is 185 percent of the Federal 
poverty level (as revised annually in the Federal REGISTER)for the size family 
involved. 
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